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Table. In vivo histological analyses
Intima, Media, and Lumen areas
Area (mm2)
NonOVX C OVX - Plac OVX - E OVX - P OVX - EP
Intima 0.221 6 0.015 0.171 6 0.011 0.177 6 0.018 0.213 6 0.027 0.185 6 0.017
Media 0.167 6 0.009 0.184 6 0.009 0.172 6 0.007 0.185 6 0.009 0.176 6 0.009
Lumen 0.220 6 0.016 0.246 6 0.016 0.185 6 0.034 0.196 6 0.020 0.227 6 0.017
1: M 1.345 6 0.074 0.925 6 0.046* 1.022 6 0.077 1.143 6 0.102 1.066 6 10.104
LOX expression (% area stained)
% intima area 45.00 6 4.87 56.57 6 2.70 51.60 6 5.26 54.40 6 6.71 78.20 6 6.05**
% media area 9.35 6 1.45 7.73 6 1.36 9.62 6 1.07 5.01 6 1.42 18.721 6 3.44**
* **
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Objectives: A 75-year-old man had an open abdominal aortic aneu-
rysm repair 10 years ago complicated 4 years later by an aortoenteric ﬁstula.
This was treated with graft excision, oversewing of the aortic stump, bilat-
eral axillofemoral bypasses and a right AKA. One year later, these became
infected with multidrug-resistant Pseudomonas resulting in axillary and
femoral mycotic pseudoaneurysms, which required bilateral graft excisions
and a left AKA. In 2010, he underwent a thoraco-visceral/renal bypass
using a rifampin-coated bifurcated graft for ischemia. Surveillance computed
tomography 2 years later showed a 5.3 cm aortic stump aneurysm. Follow-
up computed tomography a year later showed marked increase in aneurysm
size to 7.0 cm. The patient remained asymptomatic without any constitu-
tional signs, lived at home with his spouse, performed all ADLs indepen-
dently, and drove in a specialized handicap vehicle.
Methods: Computed tomography angiogram showed an aortic stump
aneurysm involving the origins of the celiac, superior mesenteric artery, and
right renal arteries. A bifurcated graft originated from the distal descending
thoracic aorta with one patent limb to the left renal artery and the other
limb thrombosed. There was no stranding, mural thickening or other inﬂam-
matory signs. An endovascular repair was planned using a custom-manufac-
tured, modiﬁed Zenith t-Branch device. The device differed from the
“standard” t-Branch in terms of the location of the four branches and the
delivery system, to accommodate for the unusually proximal origin of the
left renal artery graft and lack of iliofemoral access to the aorta.
The procedure was performed in two stages. Through a hemi-sternot-
omy, a 10-mm ascending aortic conduit was used for antegrade delivery of
the modiﬁed t-Branch to the distal descending thoracic aorta. Afterwards,
the conduit was oversewn and the sternotomy closed over chest tubes.
The next day, the branch portion of the repair was performed. The proximal
left brachial artery was exposed and used to connect each of the four
Mean 6 SEM; n ¼ 4-7; P < .05 vs NonOVX C; P < .05 vs all groups.Fig 1.branches to its corresponding native visceral/renal artery using a combina-
tion of covered and uncovered stents. The distal end of the modiﬁed
t-Branch was occluded using an Amplatzer plug.
Results: The procedure and ﬂuoroscopic times for stages I/II were
187/177 minutes and 16/48 minutes, respectively. Total length of stay
was 6 (including 3 in the intensive care unit) days. Pre- and postoperative renal
function (Cr/eGFR) remained unchanged (1.1/>60, 1.0/>60, respec-
tively). Patient was readmitted on postoperative day 15 for shortness of
breath. There were no neurologic events; 1-month computed tomography
angiogram showed all four branches patent and complete exclusion of the
aneurysm without endoleak (Fig).
Conclusions: A modiﬁed Zenith t-Branch device was able to success-
fully exclude an unusual aortic stump aneurysm in a patient without surgical
options. The long-term durability of this type of repair in the setting of
possible underlying mycotic etiology remains to be determined.
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Objectives: Right-sided aortic arch is a rare variant of aortic anatomy
that can be accompanied by an aberrant origin of the left subclavian artery.
We report a case of an isolated left subclavian artery with aneurysmal degener-
ation associatedwith a right-sided aortic arch and aKommerell’s diverticulum.
Methods: A 52-year-old male underwent routine trauma evaluation
with a computed tomography of the head, neck, and chest after a motor
vehicle accident for upper extremity weakness. Computed tomography
angiogram of his neck demonstrated a right-sided aortic arch with a 6.3
cm diverticulum arising from the left side of the arch. Additionally there
was an isolated left subclavian artery aneurysm of 3 cm not communicating
with the aorta. Ultrasound imaging demonstrated retrograde ﬂow from the
vertebral artery. Based upon the patient’s evaluation, a left sided brachial
plexus injury was additionally diagnosed and felt unrelated to his aneurysmal
disease. A combined open and endovascular surgical approach was utilized
in the treatment of this patient’s aneurysms. A thoracic endograft was
planned for exclusion of the Kommerell’s diverticulum. To achieve an
adequate landing zone, a right carotid to subclavian artery bypass with an
8 mm polytetraﬂuoroethylene graft and concomitant right vertebral trans-
position to the thyrocervical trunk was deemed necessary. The exclusion
of the diverticulum was accomplished in a staged fashion with placement
of a Gore cTAG device placed in the descending thoracic aorta. A left
carotid-subclavian bypass graft and transposition of the left vertebral artery
on to the graft was subsequently performed to treat the isolated left subcla-
vian artery aneurysm (Fig).
Fig 1. Pretreatment computed tomography angiogram demonstrating
isolated left subclavian artery aneurysm as well as Kommerell’s diverticulum
and right-sided aortic arch.
Fig 2.
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respect to stroke or new upper extremity symptoms, however he did
undergo cardioversion for atrial ﬁbrillation with rapid ventricular response
shortly after the implantation of the thoracic endograft. During follow-up
there has been a steady improvement in his upper extremity brachial plexus
injuries with physical therapy. There was a resolution of differential upper
extremity blood pressure measurements following the procedure.
Conclusions: To our knowledge, this is the ﬁrst reported case of an
isolated subclavian artery aneurysm associated with a right-sided aortic
arch and Kommerell’s diverticulum. Hybrid endovascular repair is an effec-
tive way of treating this rare complex problem.
Novel Transcatheter AngioVac Utilization and Endovascular Stent
Graft Placement for the Treatment of Symptomatic Primary
Thoracoabdominal Mural and Floating Intra-Aortic Thrombus
Joseph H. Habib, James Cunningham, Kristy Cosgrove. University of
Florida, Jacksonville, Fla
Introduction: Primary aortic mural thrombus in a nonaneurysmal
nonatherosclerotic aorta is an uncommon clinical ﬁnding. Catastrophic
embolic complications may occur if the thrombus is mobile. Patient presen-
tation is variable and can include arterial thromboembolism with potential
of visceral and peripheral involvement.
Management of spontaneous aortic mural thrombus has remained
poorly deﬁned. Therapeutic options include anticoagulation, thrombolysis,
balloon catheter thrombectomy, aortic replacement, and endovascular
exclusion. Anticoagulation alone can result in a high rate of continued
embolization while high morbidity and mortality rates may accompany
open surgical options such as thoracoabdominal aortic replacement. The
AngioVac system (Angiodynamics, Latham, NY) is intended for use as
a venous drainage cannula for removal of venous or tumor thrombus
from the ileocaval system and right heart chambers during extracorporeal
bypass. The device is inserted through a cannula into the venous system.
A return cannula is placed into the venous system to complete the circuit.
The cannulas are connected to an extracorporeal pump and negative pres-
sure is generated up to 80 mm Hg. The negative pressure functions to
remove the intravascular debris in an en-bloc fashion. The circuit includesFig 1.
